1. Introduction {#sec1}
===============

Cryptococcal meningitis (CM) is a severe opportunistic central nervous system fungal infection primarily seen in immune compromised patients with human immunodeficiency virus (HIV) \[[@bib1]\]. Nearly 40% of patients with Cryptococcal meningitis will develop ocular involvement \[[@bib2]\]. However, visual loss as presenting complaint in HIV patients secondary to Cryptococcal meningitis is uncommon \[[@bib2],[@bib3]\]. Around 10% of the patients with Acquired Immunodeficiency Syndrome (AIDS) patients and Cryptococcus infection and often associated with other comorbidities, such as Cytomegalovirus (CMV) retinitis \[[@bib4]\]. The etiology of the vision complications associated with Cryptococcal meningitis remains unclear. Possible explanations for vision loss with Cryptococcal infection include direct infiltration or perineuritic arachnoiditis and invasion of the optic nerve or optic tracts by the fungus leading to vision loss \[[@bib2],[@bib5]\]. Also, inflammatory compression of optic never, adhesive arachnoiditis, cerebral vasculitis, intracranial hypertension, and amphotericin B toxicity can also lead to vision loss \[[@bib6], [@bib7], [@bib8], [@bib9]\]. Raised intracranial pressure leading to visual loss is considered the most common mechanism of vision loss \[[@bib10],[@bib11]\]. Antifungal therapeutics may not be sufficient even with early detection of infection, necessitating aggressive interventions to lower the intracranial pressure to reduce the visual complications and may also prevent permanent visual loss \[[@bib7]\].

Here, we report a case of a patient presented with bilateral vision loss secondary to Cryptococcal meningitis in an AIDS patient.

2. The case {#sec2}
===========

A 35-year-old patient brought to the hospital after being found unconscious in the bathroom. He reported having a severe headache from the past two months and also having a sore throat, neck pain and night sweating from past two weeks. This was associated with progressive vision deterioration and acute blindness. The patient also reported having a body rash and recurrent oral ulcers in the past. He denied alcohol or smoking use ever, however, gave a history of unprotected sex with multiple partners.

In the emergency department, the CT scan showed leptomeningeal enhancement suggestive of acute meningitis. Lumbar puncture was performed in the emergency room which revealed the protein of 0.6 g/L, nucleated cells of 4 × 10^6^ L, glucose of 3 mmol/L (54 mg/dl) as shown in [Table 1](#tbl1){ref-type="table"}. The cerebrospinal fluid (CSF) and blood cultures grew *Cryptococcus neoformans* which were also supported by positive India Ink test. Following admission, the patient was diagnosed positive HIV1 in the ELISA and Western Blot tests, and his HIV viral load was 288,054 copies while his CD4 cell count was 15 cells. During hospitalization, MRI scan was performed and showed patchy white matter changes in the supratentorial area mainly subcortical white matters with some periventricular signal changes, but no visual pathway defects were noticed \[[Fig. 1](#fig1){ref-type="fig"}\] (see [Fig. 2](#fig2){ref-type="fig"}).Table 1Initial CSF analysis.Table 1Cerebrospinal Fluid AnalysisAppearanceCrystal ClearRBC CSF2,000 × 10^6^/LNucleated Cells CSF4 × 10^6^/LProtein CSF0.6 g/LGlucose CSF3 mmol/LFig. 1MRI scan on prior to commencing treatment.Fig. 1Fig. 2MRI scan after one month of treatment.Fig. 2

An ophthalmology consultation was obtained, which revealed complete vision loss in both eyes and partial six^th^ never palsy on the right. The fundoscopic examination identified bitemporal optic disc paleness with right temporal optic disc atrophy, no evidence of papilledema nor CMV retinitis. There was no chorioretinitis or vitritis seen on examination.

The patient was treated with intravenous (IV) Liposomal amphotericin B (6 mg/kg) and fluconazole (800 mg/day) beginning on the day of admission and was continued for three weeks. He has a persistently growing *Cryptococcus neoformans* noticed in the CSF culture and also showed a positive India Ink tests at week 2 of the therapy. At week 3, another CSF analysis was done and showed negative to *Cryptococcus neoformans*. At discharge, Fluconazole was continued for seven weeks, and the patient showed dramatic improvement in the form of resolution of a headache, but unfortunately, he had permanent vision loss. Furthermore, MRI scan was performed after one month of therapy and showed persistent white matter changes, but no meningeal enhancement.

3. Discussion {#sec3}
=============

Cryptococcus meningitis has become more prevalent as an opportunistic infection in HIV/AIDS patients. Although Cryptococcal meningitis associated with neurological complications and intracranial hypertension, however ocular complications due to Cryptococcal meningitis in patients with HIV/AIDS are uncommon. Kenstelyn et al. reported four cases of bilateral vision loss in patients with AIDS; however, most of them had other concurrent opportunistic infections (CMV retinitis) \[[@bib9]\]. In a 12-years retrospective study from Australia on Cryptococcus meningitis identified 10% of patients developed permanent blindness due to a chronic increase in intracranial pressure. In our case, the patient has reported persistent headache from the past two months with gradual visual deterioration over four days that lead to permanent vision loss. It is noteworthy that our patient presented with vision loss secondary to Cryptococcus meningitis, however, such occurrences are rare.

The etiological mechanism for the rapid onset of vision loss (\<3 days) was thought to result from direct infiltration of the optic nerves or adhesive or inflammatory arachnoiditis \[[@bib5],[@bib9]\]. In our patient, the mechanism for vision loss may be due to direct infiltration of optic nerve or damage to the pathway, although this was not supported by the MRI scan. Studies suggested that the direct infection of the optic nerve with Cryptococcus can also result in rapidly progressing optic neuropathy and permanent damage to the optic nerve \[[@bib3],[@bib10]\]. However, compared to other case reports, it is important to mention that our patient did not have visual pathway affection in the MRI scan nor papilledema on examination. Studies suggested that MRI of the optic nerve can be a useful indicator of optic nerve infiltration. However, it is complex process, and compression of optic nerve without other endophthalmitis was also observed in some cases \[[@bib11]\].

The recommended therapy for Cryptococcal meningitis comprises 2-week induction treatment with liposomal amphotericin B accompanied by fluconazole or flucytosine \[[@bib12]\]. After 2-weeks of treatment, our patient still showed culture positive that forced us to extend the liposomal amphotericin B with fluconazole for another week. The patient showed well tolerance to medications and did not report any adverse reactions reported during treatment.

In summary, Cryptococcal meningitis is a serious infection that is considered an AIDS-defining illness, is associated with significant neurological and ophthalmic complications, including vision loss. Our case highlights the severity and irreversibility of the vision loss that is caused by Cryptococcal meningitis. Despite, the availability of antifungal therapy, eradication of the infection can be challenging and warranting invasive intervention.
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